Introduction
How large a share of all preventable ill health in the world (GBD 2000) . It might, at first glance, seem a rather unlikely challenge they have taken on, yet upon closer inspection we find that the project has in fact gained meaningful insights into many aspects.
The analysis of alcohol as a global and regional risk factor is just one of a number of components in the GBD project where international groups of researchers have applied similar methods to study the role of alcohol and 25 other risk factors in the disease burden in different parts of the world. This has provided a unique opportunity to rank order and compare the health effects of various risk factors, both global and regional.
The dataset that has been collected on drinking habits and the risks involved from all over the world is truly impressive, as is the statistical analysis presented of these data. There is no doubt that the results will have a major impact in the field of alcohol research, not least in the effort to determine the influence of drinking habits on the occurrence of cardiovascular disease and accidents. In addition, the project has made a groundbreaking effort to determine the role of alcohol use in the occurrence of depression. The project's comparative perspective adds greatly to its interest value; this applies most particularly to its regional comparisons of the impacts of alcohol on ill health and to the comparisons of alcohol with other risk factors. One would certainly hope to see the message reach the world's political decision-makers because it is clear from the results that in many regions there is every reason to give alcohol policy greater weight and priority.
The purpose of this article is to give an overview of the GBD project insofar as it deals with alcohol as a global and regional risk factor; to describe the methods and approaches applied by the project; to summarise its main results; and to briefly discuss the question of how the results could and should be put to use in the political arena.
For the most part I have relied on studies recently published in European Addiction
Research and Addiction (Rehm et al. 2003a-c; , as well as a chapter in a WHO title covering many of the risk factors studied in the GBD project (Rehm et al. 2004) . As for more general information on the project and on other risk factors, I have consulted articles published in Lancet (Ezzati et al. 2002; Ezzati et al. 2003 ). In addition, many of the project's more detailed analyses have been published in scientific journals; this applies for instance to its studies of alcohol and cardiovascular diseases (Gmel et al. 2003) .
Furthermore, the results from studies on alcohol and accidents as well as alcohol and depression will soon be coming out.
Methods and approaches

The definition and measurement of disease burden
Traditionally, the burden of a particular disease upon a given population is assessed by looking at the number of deaths from a specific diagnosis in relation to the total number of the population. One obvious problem with this approach is that it considers each death equally serious regardless of whether the person was 25 or 85 at death. Another weakness is that this approach disregards the disease burden that usually affects both the individual and society over a certain period of time before the person dies.
One of the measures that is used for these purposes is Disability Adjusted Life Years or DALYs. This includes an assessment of the number of life years lost to deaths occurring before optimal life expectancy, for instance 80 years among men and 82.5 years among women (these figures are for Japan). In other words, the number of lost life years for a female dying at age 40 in this case is 42.5 years.
This measurement of lost life years is then combined with an assessment of the disability implied by the disease concerned. Disability is defined in terms of how far the disease prevents or inhibits "normal" function. Different diseases obviously affect people's well-being in different ways and to different extents and give rise to different degrees of disability. Based on assessments made by experts, a relatively complex procedure has been used to calculate for each type of disease a disability weight which ranges from 0 (no influence) to 1 (death). In order to determine alcohol-related disability, then, it is neces- Generally the requirement for inclusion here is that the decisive risk factor is a single bout of heavy consumption and that chronic abuse is not necessarily a leading risk factor.
Counting the proportion of alcoholrelated cases for different diagnoses
The next step is to try and establish how 
Chronic diseases
The AAF for chronic somatic diseases is primarily dependent on the quantity of al- Table 1 ).
If the meta-analysis shows that the number of new cases of acute pancreatitis, for instance, is 2 per 10,000 men at con- where a relatively large proportion of the male population are at consumption level 3, the AAF for acute pancreatitis will thus be higher than in a country where that proportion is lower.
Cardiovascular diseases and depression
There are two types of chronic disease for 
Results
Global alcohol-related mortality
The WHO researchers' estimate is that alcohol "caused" 1.8 million deaths in the world in 2000, accounting for 3.2 per cent of all the people who died that year ( Table   2 ). The proportion is around 10 times greater among men (6.2%) than among women (0.6%). Acute alcohol-related deaths through accidents are the single most common cause, accounting for almost half of global alcohol-related mortality; accidents are followed by alcohol-related cancer (20%) and cardiovascular diseases (15%). Other non-contagious diseases, primarily cirrhosis of the liver, account for 13 per cent, while 6 per cent of all "alcohol cases" were attributed to psychiatric disorders such as addiction syndrome, depression and psychoses.
It is worth noting that in their assessment of cardiovascular diseases, the researchers have cleaned the figures to allow for the deaths that they assume have been prevented by favourable drinking habits: the figure they propose is more than 300,000 cases. Alcohol was thus accountable for almost 600,000 cardiovascular deaths, which is more than the figure for accidents.
Global alcohol-related disease burden
If the number of person-years lost to death as well as disability caused by alcohol are included in the figures, the contribution of alcohol to the global burden of disease increases from 3.2 to 4 per cent (see Table 3 ).
The increase is particularly noticeable among women, where the proportion is Source: Rehm et al. (2003b) more than doubled from 0.6 per cent to 1.3 per cent, while the figure for men shows a more moderate increase from 5.6 per cent to 6.5 per cent. The biggest difference between mortality and morbidity was found for neuropsychiatric diagnoses (e.g. depression and alcohol dependence), which rarely occur as direct causes of death but which often are quite common in the population and which often have a significant adverse effect on quality of life. Neuropsychiatric disorders account for as much as 38 per cent of the alcohol-related burden of diseases as compared with just 6 per cent of alcohol-related deaths, and they generate the same kind of burden of diseases as alcohol-related accidents.
Regional differences
There are marked geographical differences in the contribution of alcohol to mortality and the disease burden (see Table 4 ). The greatest negative impact on both morbidity and mortality can be seen in Europe C For women in Europe A, Americas A and Western Pacific A, it was found that alcohol saves more lives than it causes deaths, whereas for men alcohol did not lower mortality in any region. When morbidity is also taken into account, there is no region where alcohol reduces the burden of disease either for men or for women, even when the protective effect of alcohol is taken into consideration. This implies that the adverse effects of alcohol on mortality and morbidity clearly outweigh its beneficial health effects all over the world. Rehm et al. (2003b) The global burden of disease and its causes in a comparative perspective Among the 26 risk factors included in the study, alcohol ranked fifth, accounting for four per cent of the global burden of disease (WHO 2002) . This is almost as much as the figure for smoking (4.1%) and high blood pressure (4.4%), but less than those for malnourishment (9.5%) and unsafe sex (6.3%). On the other hand, alcohol has a much greater detrimental effect on world health than such factors as high BMI, physical inactivity and high cholesterol levels.
Alcohol's role as a major risk factor in different parts of the world is clearly demonstrated in Table 5 , which rank orders 12 selected leading risk factors in three regions with different mortality profiles and patterns of economic development. Alcohol has the most adverse effects on public health in developing countries with low mortality, whereas it is a less significant factor in the poorest parts of the world such as Africa, where total mortality is high. By contrast the burden of disease caused by alcohol is high in industrial countries, including Eastern Europe, where 9.2 per cent of the disease burden is thought to be attributable to alcohol. This means that alcohol is the third most damaging public health factor in these regions -only tobacco and high blood pressure are higher up on the list of leading risk factors.
Discussion
There is, of course, a wide understanding in large parts of the world today that alcohol consumption increases the risk of many health-related problems. On the other hand the thesis regarding the positive WHO (2002) rating Group ( In other parts of the world, these results can be taken to shed useful light on an area that hitherto has remained largely unexplored. Hopefully they will also encourage political decision-makers to take steps aimed at reducing the detrimental effects of alcohol. In certain developing countries, especially those with low infant and adult mortality, alcohol emerged as the risk factor with the most damaging effects on public health. It is worth noting in this context that acute harm constitutes such a major disease burden all over the world, and not least in developing countries, that there should be good prospects for a rapid improvement in the current situation. It is of course rather too early to say anything definite about the impacts that the results will have on the political arena, but it is quite clear than this is an issue that deserves to be closely monitored over the next few years.
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